Purpose Although studies have demonstrated a protective role for benefit finding in psychological distress, little is known about how benefit finding leads to lower psychological distress. This study's goal was to use a multiple mediator model to evaluate whether the effect of benefit-finding on depression was mediated by acceptance of cancer, acceptance of emotions, and received social support. Methods One hundred seventy-four women recently diagnosed with gynecological cancer completed measures of perceived benefits from the cancer experience, acceptance-based strategies, social support, and depression. Using a cross-sectional approach, we analyzed a multiple mediator model with benefit-finding as the independent variable, depressive symptom severity as the outcome, and acceptance-based strategies and social support as mediators. Results Acceptance-based strategies and social support significantly mediated the relationship between benefit-finding and depression. Emotional acceptance had the strongest mediational effect, controlling for the other two mediators. Conclusions Helping women diagnosed with gynecological cancers identify benefits from their cancer experience may reduce depression by paving the way for them to accept their emotional reactions, accept life changes associated with cancer, and facilitate supportive reactions from family and friends. Future longitudinal research is needed to confirm whether gynecological cancer patients who perceive more benefits will feel less depressed later.
Background
Benefit finding has been defined as positive life changes that result from a stressful event such as the diagnosis of cancer [1] [2] [3] . Benefits typically consist of improved personal resources and qualities (e.g., greater personal resilience), closer relationships, and positive changes in life priorities and purpose (e.g., [4, 5] ). Benefit finding has been conceptualized as an evolving coping process in which people work to develop greater meaning from stressful and traumatic experiences [6] . Benefit finding is considered a cognitive strategy for coping with a difficult stressor [1, 3, 7] . Among persons diagnosed with cancer, longitudinal studies have found that benefit finding develops soon after the diagnosis and changes over the first year (e.g., [8] ). As time passes and benefits are fostered, it has been proposed that the process of benefit finding may result in actual positive changes in the person's life [3] .
The broader literature focusing on persons experiencing a traumatic life event is not entirely consistent with regard to the role of benefit finding in psychological outcomes. However, benefit finding has been consistently associated with positive psychological outcomes among persons diagnosed with cancer. The most consistent relationship for benefit finding and outcomes has been shown for its association with lower depressive symptoms. Both crosssectional and longitudinal studies have shown that higher levels of benefit finding are associated with fewer depressive symptoms [3, [9] [10] [11] [12] [13] . In terms of other psychological outcomes, studies have shown that higher levels of benefit finding are associated with less anxiety [10, 14] and higher quality of life [11] . Because depressive symptoms have been the most consistently associated with benefit finding in prior work with cancer patients, we selected depressive symptoms as the primary outcome in this study. Depressive symptoms are a relevant outcome to study in the context of health-related quality of life and cancer because of their important role in health-related quality of life. First, depressive symptoms are commonly included in the measurement of health-related quality of life (see [15] for a review). Second, studies focusing on general population (e.g., [16, 17] ) as well as studies focusing on cancer patients (e.g., [18] [19] [20] ) have shown that depressive symptoms are associated with a deterioration in quality of life, particularly in the areas of role and social functioning.
Although studies have demonstrated a protective role for benefit finding in distress, little is known about how benefit finding leads to lower distress. A clearer understanding of the underlying mechanisms for benefit finding would inform and potentially enhance clinical interventions that target benefit finding as a way to reduce distress among cancer patients (e.g., gratitude interventions; [21] ). Understanding benefit finding's mechanisms may also illuminate the theoretical foundations of benefit finding by demonstrating how it works. There have been a number of theoretical frameworks proposed to explain why benefit finding may be beneficial. One relevant approach used to understand benefit finding and its impact is the stress and coping framework [22, 23] . According to this framework, benefit finding is a reappraisal coping strategy in which the person ascribes positive meaning to a difficult experience [1, 3, 7] . This reappraisal reduces perceived harm and threat associated with the adverse experience and fosters other types of beneficial coping [1, [24] [25] [26] .
Among the beneficial coping processes that might be fostered by benefit finding, accommodative coping strategies such as acceptance may be strong linked with benefit finding. Acceptance consists of accepting that the event has occurred as well as emotional acceptance, which is a willingness to feel one's positive and negative emotions without trying to control, change, or reject these feelings. Acceptance of the event-in this case, the cancer diagnosis-has been consistently associated with less distress among cancer patients [11, 27, 28] , including among women diagnosed with gynecological cancer [29] . Although less studied, emotional acceptance has been associated with less distress among cancer patients [27, 30] .
A second possible mechanism underlying the association between benefit finding and lower distress is the response by one's social network when a patient engages in benefit finding. Patients who find benefit in the cancer experience may discuss these realizations with others. During these discussions, they may present a balanced perspective on their cancer experience. During these discussions, patients would review the positive benefits of the cancer experience along with the challenges they are facing. If the benefits that are discussed with others are authentic-that is, if the patient actually perceives the benefits as real, and the patient is not portraying these benefits to present a positive façade to minimize negative responses-these interactions are more likely to solicit positive responses from others [31, 32] . In support of this hypothesis, qualitative work among women with breast cancer has indicated that benefit finding is positively correlated greater perceived social support [33] . In addition, prior work has illustrated that social support mediates the association between benefit finding and quality of life among adult caregivers of cancer patients [34] .
The primary aim of this study was to use a multiple mediator model to evaluate whether the effect of benefit finding on depression was mediated by acceptance of cancer, acceptance of emotions, and received social support (see Fig. 1 ). We also examined an adjusted mediation model that controlled for demographic and medical correlates of depression to determine whether the effects of the three mediators on depression remained when the model included patient and medical characteristics. We utilized baseline data collected from newly diagnosed gynecological cancer patients who participated in a randomized clinical trial [35] to test the Fig. 1 Proposed parallel multiple mediation model of the relationship between benefit finding, depression, and three mediators (acceptance of emotion, acceptance of cancer, social support) and both demographic and medical covariates model. A cross-sectional approach was used as a first step to provide preliminary support for the proposed mediation model.
Methods

Participants and procedures
Participants were women who were newly diagnosed with primary gynecological cancers (ovarian, endometrial, cervical, fallopian tube, or uterine cancer) and undergoing active medical treatment (i.e., surgery, chemotherapy, and/or radiation) across seven hospitals in the Northeastern United States. This cross-sectional study is a secondary data analysis, which utilized baseline (pre-intervention) data gathered between October 2012 and February 2016 from a randomized clinical trial evaluating the efficacy of two psychological interventions [35] . Inclusion criteria were the following: at least 18 years of age, diagnosed with a gynecological cancer within the past 6 months from the time of recruitment, an Eastern Cooperative Oncology Group (ECOG) [36] score of 0 or 1 or a Karnofsky Performance Status [37] of at least 80, lived within a 2-h commuting distance from the recruitment site, fluently spoke English, and denied hearing impairment. Eligible women were identified via chart review, sent a letter describing the study, and contacted in person or by phone. Informed consent was obtained from all individual participants included in the study. Women who completed baseline surveys were compensated $15.
Of the 1467 women approached to participate in the above-mentioned trial, 371 (25%) agreed to participate. For the purpose of this study, we included the 174 women who completed the Acceptance of Emotion Scale [27, 38] , which was added after the trial was initiated. Refusal data for all women approached for the trial were published previously [35] . Compared to refusers, participants were younger, diagnosed within a shorter period of time, and more likely to be diagnosed with ovarian cancer [35] . Ethnic background, disease stage, and ECOG status were not different between participants and refusers.
Measures
Demographic and medical characteristics
Participants reported their demographic information (age, ethnic background, education level, marital status, employment status) on baseline surveys. We gathered medical information (cancer type, cancer stage, metastatic status, time since diagnosis, time since surgical treatment) from medical charts.
Functional impairment
Functional impairment was assessed via the 26-item physical limitations subscale from the Cancer Rehabilitation Evaluation System (CARES) [39] . CARES has been used to assess functional impairment in gynecological cancer patients in prior studies [35, 40] . Participants were instructed to rate how much the items applied to them within the past month on a 5-point Likert scale (0 = not at all, 4 = very much). Items included difficulties with eating, weight maintenance, ambulation, daily activities, leisure, and pain management. Internal consistency in the current study was .93.
Benefit finding
Benefit finding was assessed via the 17-item Benefit Finding Scale [41, 42] , which was employed in prior studies of gynecological cancer patients [43, 44] . Participants were asked to rate how much statements applied to them (1 = not at all, 5 = extremely). Items on this scale are presented in Table 1 . Benefits included both interpersonal and intrapersonal changes from cancer. Higher scores indicated perceiving more benefits from cancer. An average score was calculated. Internal consistency was .94.
Depressive symptoms
Depressive symptoms were assessed via the 21-item Beck Depression Inventory [45] . Participants responded to items based on how they felt within the past month. Higher scores indicated more severe depressive symptoms. This scale has been utilized to assess depressive symptoms in gynecological cancer patients in prior studies [35, 44] . Internal consistency was .84. We used the following cutoff ranges to describe depressive symptom severity in our sample: none or minimal depression is < 10, mild to moderate depression is 10-18, moderate to severe depression is 19-29, and severe depression is 30-63 [46] .
Acceptance of cancer
The acceptance subscale of the COPE [9] assesses use of four strategies (e.g., "I accept that this has happened and it can't be changed," and "I learn to live with it"). Participants were asked how often they used coping strategies within the past month (1 = did not do this, 4 = did this a lot). The scale has been used in our prior work with gynecological cancer patients [47] . Internal consistency in the current study was .88.
Acceptance of emotion
Acceptance of emotion was assessed via the 13-item Acceptance of Emotion Scale [27, 38] . This scale assesses the extent to which individuals are accepting of their emotions in general. Participants were asked to rate how well statements described them (0 = not at all like me, 100 = exactly like me), such as, "Knowing they are 'not perfect,' I am comfortable with my feelings as they are," and "I naturally and easily attend to my feelings." Higher scores indicate greater emotional acceptance. Although the scale has not been used to study gynecological cancer patients, it has been used in studies of women diagnosed with breast cancer [27, 38, 48] . Internal consistency was .95.
Social support
Three items from the FACT-G [49] were used to assess friend and family support ("I get emotional support from my family," "I get support from my friends," and "My family has accepted my illness."). Using a 5-point Likert scale, participants reported how true the statements were for them within the past 7 days (0 = not at all, 4 = very much). Internal consistency in the current study was .85.
Data analysis
Both descriptive and mediational analyses were conducted using SPSS Version 24. Categorical covariates were dichotomized and effect coded. Ethnicity was coded as White, not Hispanic = 1, all others = − 1; marital status was coded as married = 1, not married = − 1; education was coded as BA degree or higher = 1, all others = − 1, employment status was coded 1 if the patient was working either part-or full-time, − 1 otherwise, metastatic status was coded as 1 = metastasis, − 1 = no metastasis, and cancer type was coded as ovarian cancer = 1, all others = − 1. Quantitative medical and demographic covariates included in the analyses were functional impairment, cancer stage, time since diagnosis, and patient age. Selection of demographic and medical factors was based on variables associated with depressive symptoms in prior work [47, [50] [51] [52] [53] [54] . A correction for multiple comparisons was not made.
Two multiple mediator analyses [55] were conducted to estimate the total, direct, and indirect effects of the predictor (benefit finding) on the outcome (depression) via three mediators (acceptance coping, acceptance of emotions, and social support). The first analysis included only the predictor, outcome, and mediators, and the second included the predictor, outcome, mediator, as well as the demographic and medical covariates. The multiple mediator approach provides estimates of the extent to which each individual mediator shows indirect effects when controlling for the presence of the other mediators in the model. It also estimates the extent to which the three proposed mediators as a set account for the association between benefit finding and depression. The Preacher and Hayes mediation macro [55] with 5000 bootstrapped samples and bias corrected estimates was used to generate confidence 
Results
Sample characteristics
Demographic and medical characteristics of the sample are in Table 2 . Most participants completed at least a college education (61.5%) and were Caucasian (75.9%). About half of the participants were diagnosed with stage III disease 
Benefit finding
Descriptive information about benefit finding is in Table 2 .
The top-rated items were the following: "Has helped me become more aware of the love and support available from other people," "Has helped me to realize who my real friends are," "Has brought my family closer together," and "Has made me realize the importance of planning for my family's future." The lowest-rated items were: "Has led me to meet people who have become some of my best friends" and "Has led me to deal better with stress and problems." We compared the total benefit finding scale score (M = 56.81, SD = 15.37) with other studies using the same scale assessing cancer patients at a time point close to their initial diagnosis. Our sample reported higher benefit finding as compared with Wang et al. [14] , who studied early stage breast cancer patients the week after cancer diagnosis (M = 44.95, SD = 7.60; t(576) = 12.8, p < .001) and six weeks after diagnosis (M = 40.84, SD = 6.03, t(576) = 17.94, p < .001). The scores for the our sample were not significantly different than Llewelyn et al. [5] who studied head and neck patients who were evaluated right after diagnosis (M = 59.79, SD = 7.59; t(275) = 1.84, p = .07). Table 3 presents the correlations among the quantitative variables. As can be seen in the table, the associations between depression, benefit finding, and the mediators were generally moderate in size, with the exception of the association between acceptance of emotion and benefit finding, which had a large correlation of r = .54. The only covariate that was consistently associated with the model variables was functional impairment. Patients who reported greater impairment also reported greater depression, less acceptance coping, and lower social support. Age was modestly associated with depression such that older patients reported less depression. To determine whether the categorical covariates were associated with the key model variables, we conducted independent group t tests, treating the categorical variable as the predictor and depression, benefit finding, and the mediators as outcomes. Only one significant effect emerged for metastatic status, such that patients with metastasis reported significantly higher social support (M = 10.45, SD = 1.91) than patients without metastasis (M = 9.40, SD = 2.77; t(170) = 2.88, p = .004). No differences emerged for cancer type.
Preliminary analyses
In terms of the demographic covariates, White/not Hispanic patients reported significantly higher depression Finally, no differences were found associated with education level. 26, 95% CI − 1.27 to − .10. These path coefficients indicate that acceptance of emotion accounted for about half of the total indirect effect of benefit finding on depression, and the other two mediators each account for approximately a fourth of that total indirect effect. In sum, these results suggest that each of the proposed mediators plays a role in the association between benefit finding and depression, and that acceptance of emotion shows the strongest partial effect, controlling for the other two mediators.
Mediation analysis
As noted, we conducted a second mediational analysis that controlled for the effects of medical and demographic covariates on depression. The full regression model results with the standardized and unstandardized partial regression coefficients are presented in Table 3 . In this case, the total effect of benefit finding on depression (path c), controlling for the covariates was β = − .17, b = − 1.45, SE = .51, t = 2.87, p = .005, and as shown in the table, the direct effect (i.e., path c′) was β = .04, b = .37, SE = .59, t = 0.63, p = .531. The total indirect effect of benefit finding on depression, controlling for the covariates was β = − .22, b = − 1.82, SE = .43, 95% CI − 2.71 to − 1.03. As was the case in the model that excluded the covariates, in this model, each of the mediators contributed significantly to the total indirect effect, with acceptance of emotion accounting for approximately half of the mediated effect. Controlling for the covariates, the partial indirect effect of benefit finding on depression via acceptance coping was β = − .05, b = − .42, SE = .22, 95% CI − .96 to − .07, the partial indirect effect via acceptance of emotion was β = − .10, b = − .87, SE = .33, 95% CI − 1.60 to − .30, and the partial indirect effect via social support was β = − .06, b = − .53, SE = .25, 95% CI − 1.12 to − .09 (Table 4) .
Partitioning the variance in the model showed the following results: The ten covariates together accounted for 47% of the variance in depression. Above and beyond these covariates, benefit finding accounted for 2.6% of the variance in depression. Above and beyond the covariates and benefit finding, the set of mediators-emotional acceptance, acceptance of cancer, and support-accounted for 7.9% of the variance in depression. Breaking these associations Table 4 Results for the regression model predicting depression as a function of benefit finding, the three mediator variables, the five medical covariates, and the five demographic covariates
Metastatic status is coded 1 = metastasis, − 1 = no metastasis; cancer type is coded 1 = ovarian, − 1 = other; ethnicity is coded 1 = White, not Hispanic, − 1 = other; education is coded 1 = BA degree or more, − 1 = less than a BA degree; employment status is coded 1 = working either full or part-time, − 1 = not working down, above and beyond the ten covariates, benefit finding, and the other two mediators, acceptance of cancer accounted for 1.4% of the variance in depression. Emotional acceptance accounted for 2.3% of the variance in depression and social support accounted for 2.1% of the variance in depression. All of these variances were significant. The entire model with covariates, benefit finding, and the three mediators accounted for 58% of the variance in depression (54% using adjusted R 2 ).
Discussion
Little attention has been paid to understanding possible mechanisms for the positive association between benefit finding and psychological adjustment among cancer patients that has been found in a number of studies. In this study, we evaluated the premise that benefit finding is associated with fewer depressive symptoms because it facilitates acceptance of emotions, fosters greater acceptance of cancer, and supportive responses by family and friends. Our findings were consistent with our predictions. In this section, we will discuss these findings in more detail as well as their clinical and theoretical implications. Acceptance of cancer, emotional acceptance, and supportive responses each contributed to the association between benefit finding and depression, accounting together for almost 8% of the variance in depression over and above the covariates and benefit finding. Thus, all three processes played a role. However, the strongest indirect effect was found for emotional acceptance. Acceptance of emotion accounted for approximately half of the mediated effect. Prior work has found that emotional acceptance is associated with lower distress [27, 28, 30] . This study extends the literature to indicate that benefit finding may be associated with reduced depression because it is related to increases in patients' willingness to feel positive and negative emotions. Similarly, acceptance of cancer has been consistently associated with less distress [11, 27, 28] . Our study suggests that benefit finding may reduce depression by increasing acceptance of the cancer and further underscores the importance of acceptance coping processes.
The finding that social support was a mediator in the association between benefit finding and depression is intriguing. The majority of the work on benefit finding has been guided by social cognitive theory [56] , which hypothesizes that social support functions to enhance one's ability to cognitively process an event by allowing individuals to cognitively process rather than suppress their thoughts and feelings. In this model, support enhances benefit finding. Our approach to understanding a function of benefit finding was to conceptualize it as a positive reappraisal that fosters positive responses from friends and family. As proposed by Silver et al. [57] , persons who discuss the positive aspects of a stressful experience solicit more positive evaluations and responses from others.
Theoretical and clinical implications
From a theoretical perspective, our findings advance the knowledge base of the social-cognitive processing of difficult life events. Benefit finding may foster social and cognitive processing of cancer. When individuals discuss positive aspects of the cancer experience with others, they are more likely to experience supportive responses and hear new perspectives on their situation. These responses can facilitate other types of processing of the cancer experience [31, 56, 58, 59] . For example, during discussions about the benefits of the cancer experience, family and friends may point out other positive or meaningful aspects of the cancer experience. In addition, empathy and validation from close others improves patients' comfort with their negative emotional reactions and intrusive thoughts which can reduce avoidance and increase emotional acceptance [59] [60] [61] . Our findings suggest that benefit finding facilitates other types of accommodative cognitive processes such as acceptance, which adds to the existing literature on how adaptive cognitive processing may enhance adjustment to difficult life events.
Should these results be replicated in longitudinal studies and with patients diagnosed with other types of cancer, our results have novel clinical implications. First, since benefit finding may reduce depression by fostering patients' willingness to comfortably experience both positive and negative emotions, therapy approaches that focus on increasing cancer patient's awareness of and tolerance for positive and negative emotional reactions (e.g., Emotion-focused therapy, Compassion-focused Therapy, Acceptance and Commitment Therapy) may have stronger effects if they incorporate benefit finding strategies as a way to foster acceptance of patients' emotional reactions to cancer. Second, benefit finding interventions such as journaling about benefits or expressing aspects of life for which the patient is grateful [21, 62] may benefit from incorporating emotional reactions as a part of the cancer experience for which the patient is grateful. Third, because benefit finding was associated with depressive symptoms via higher social support, intervention approaches that foster benefit finding may prove more efficacious if they incorporate an examination of interactions with family and friends about the cancer experience. For example, adding a component to benefit finding interventions in which patients address how they talk about the cancer experience with close others may enhance benefit finding intervention effects. Balancing sharing of negative and positive impacts may enhance treatment effects on depression. Fourth, acceptance-based cognitive interventions such as mindful meditation [30] may be bolstered if clinicians can link the process of finding benefits in the cancer experience to acceptance.
Strengths and limitations
The strengths of this study include the understudied target patient population, the examination of demographic and medical correlates of benefit finding and its association with depression, and the novel conceptualization of the role of benefit finding.
There are at least three limitations of this study. First, the generalizability of our findings is limited by the sample characteristics. We had a relatively low acceptance rate (25%). Further, study refusers were older, were less likely to be diagnosed with ovarian cancer, and had a greater time since diagnosis compared to participants. It is possible that the associations would differ if the acceptance rate was higher. Most of our sample was Caucasian (76%), had at least a 4-year college education (62%), and had an average annual income of over $100,000. Our findings may not be generalizable to patients who are not Caucasian, less educated, and had lower incomes. Our sample consisted of women newly diagnosed with ovarian cancer (66%), and the model may differ if we assessed patients later in the cancer journey as they discover different benefits in cancer experience, or if we studied women diagnosed with other cancers or men diagnosed with cancer.
Second, the survey was relatively lengthy and the measures utilized in this analysis appeared at the beginning and the end of the survey. It is possible that patients felt fatigued by the length of the assessment and may have completed the last scale less carefully. Future investigations should consider randomizing the order of the measures to mitigate measurement error due to cognitive fatigue. Third, as noted previously, we utilized cross-sectional data, which limits causal inferences.
Directions for future research
This study raises a number of questions to address in future work. The first question is whether our cross-sectional findings would be replicated with longitudinal data. A second question is whether alternate models are possible. For example, it is possible that benefit finding mediates the association between acceptance and depression, or that depression leads to lower acceptance and ultimately to less benefit finding. The evaluation of alternative models of causality would also be strengthened by a longitudinal design. A third question is whether we can assess the construct of emotional acceptance better. The measure we used has face validity and has been used in prior research [27, 48] . However, there are other measures that have been developed to assess emotional acceptance. For example, the Acceptance and Action Questionnaire [63] evaluates emotional acceptance as part of the broader construct of psychological flexibility and experiential avoidance.
A fourth question is why benefit finding is associated with supportive responses from friends and family. Assessing family and friend perceptions of how (and whether) the patient shared any benefits she has found in the cancer experience (e.g., feeling more patient, having a sense of purpose in life) or asking whether the family and friends can identify changes in qualities they have seen in the patient (e.g., she seems more patient) may illuminate how benefit finding solicits supportive responses from family and friends. Fifth, future work should examine the role of broader psychological constructs that may underlie many of the variables we studied. For example, there has been an ongoing debate about an overlap between optimism and benefit finding (see [1, 11] ). Optimism is considered a personal disposition and an orientation to the world, whereas benefit finding is thought to be a reappraisal of a specific stressor to find positive aspects of that stressor. That is why persons who find benefits in a difficult life experience endorse higher dispositional optimism [11, [64] [65] [66] . However, most studies report an association of low magnitude (r = .10, [7, 46] ; r = .25, [11] ). Thus, the literature suggests that benefit finding is a coping strategy related to optimism, but not a personality characteristic itself. Similarly, as we noted above, emotional acceptance may reflect a specific application of skill set associated with psychological flexibility.
Since depressive symptoms are linked with health-related quality of life among cancer patients [18] [19] [20] , this study highlights the importance of expanding this model to include health-related quality of life outcomes in future research. Although depression and health-related quality of life are strongly associated with one another, they are traditionally considered distinct constructs [67] [68] [69] . In addition to exploring the role of acceptance and support as putative mediator, future research may also explore additional social and cognitive processing variables which may act as mediators for a health-related quality of life outcome.
Conclusions
Identifying the benefits from one's experience with cancer may reduce depression by enhancing acceptance coping and fostering positive responses from one's social network. Because this study is cross-sectional and evaluated a novel meditational model, we cannot make definitive conclusions about the directions of the relationships in our proposed model. Despite these limitations, our results can inform the development of future psychosocial interventions for cancer survivors by elucidating the mechanisms of benefit finding's relationship with depression.
